Globally, young people are at elevated risk of STIs, HIV and unintended pregnancy. Notable gender and racial disparities exist. In the United States, for example, 2013 chlamydia rates were more than four times as high among 15-19-year-old females as among males of the same age, and the rate among black females was five times the rate among white females in that age-group. 1 Worldwide, in 2013, among adolescents aged 15-19, two-thirds of new HIV infections were among females. 2 In some countries, the disparity is even greater; for example, HIV prevalence among young people aged 15-24 in South Africa is 14% for females and 4% for males. 3 In addition, the consequences of unintended pregnancy, along with the associated risks of childbearing and the responsibilities of child care, fall disproportionately on females. Along with efforts to deliver clinical services, reduce structural vulnerability 4-6 and foster protective social norms, a key strategy for improving adolescent sexual health outcomes has been group-and curriculum-based sexuality and HIV education. Indeed, in response to the call of international agreements such as the 1994 International Conference on Population and Development (ICPD), 7-10 international agencies continue to prioritize comprehensive HIV and sexuality education, 11-13 and many countries are undertaking national efforts or have adopted policies for education to help prevent adolescent pregnancy and HIV transmission.
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Sexuality education curricula may be delivered in schools, community settings or clinics as a stand-alone program or as a component of a multifaceted intervention, such as a young women's financial literacy program. These programs go by various names, including "family life education," "AIDS education" or "health education," to name a few. The term "comprehensive sexuality education" has evolved historically and continues to be used elastically. It has often been used to describe curricula of any duration that provide complete, medically accurate content, including information about contraception and condoms, regardless of whether topics such as gender, rights, equality, diversity and power are addressed. In general, the term has been used to distinguish such curricula from abstinenceonly approaches. [17] [18] [19] Despite extensive investments in and evaluations of sexuality and HIV education for young people, questions of effectiveness persist. Indeed, many researchers note that significant room for program improvement remains, [20] [21] [22] [23] [24] [25] [26] and a number of reviews have sought to tease out characteristics common to effective curriculum-based interventions. 25, 27, 28 Consensus has been reached about several of such characteristics-i.e., the benefits of comprehensive versus abstinence-only content, and of participatory, skillsbuilding teaching approaches-but overall, the literature raises a number of questions. "What is success?" and "What exactly works?" remain matters of ongoing debate.
Rationale
A strong theoretical base supports attention to gender and power in comprehensive sexuality education. Connell's theory of gender and power, for example, provides a rich theoretical underpinning of the social structures that characterize the gendered relationship between males and females. 43 Wingood and DiClemente 44 have extended this theory, highlighting how economic factors, relationships of unequal power and gender norms manifest in exposures and risk factors that increase women's risk of HIV. Pulerwitz and colleagues 45 operationalized the concept by developing and validating the Sexual Relationship Power Scale, a tool used to measure relationship power in HIV and STI research.
In addition, a large body of empirical evidence indicates that gender and power matter for sexual and reproductive health behavior and outcomes. This evidence is consistent across three interrelated domains: gender norms (including masculinity, femininity and equality), power in sexual relationships, and intimate partner violence. Harmful gender norms have been correlated with a number of adverse sexual and reproductive health outcomes and risk behaviors, even after other variables have been controlled for. For example, studies have found that individuals who adhere to harmful gender attitudes are significantly less likely than those who do not to use contraceptives or condoms. [46] [47] [48] [49] [50] [51] Also, compared with women and female adolescents' reports of more equitable relationships, reports of low power in sexual relationships have been independently correlated with negative sexual and reproductive health outcomes, including higher rates of STIs and HIV infection. 52 Thus, a strong rationale exists for why attention to gender and power has the potential to improve the outcomes of curriculum-based sexuality and HIV education programs for young people. But does inclusion of these topics in a group-and curriculum-based context make a difference? We could identify no rigorous studies that examined the efficacy of sexuality education programs in terms of whether they included content on gender and power. The current review was undertaken to determine what existing evaluations of interventions for young people might suggest. Mindful of researchers' concerns regarding the strength of evidence for effectiveness and their recommendation to look at actual health outcomes (as opposed to self-reports of behavior change), the review included rigorous evaluations of group-and curriculum-based sexuality and HIV education that assessed health outcomesspecifically, pregnancy, childbearing, HIV or other STIsto compare programs that included attention to gender and power with those that did not. This study also seeks to provide initial insight into which characteristics of gender and power programs appear to influence effectiveness.
At least two articles have critiqued some of the reviews on methodological grounds. 26, 29 Others noted that whether a program is deemed successful or not may depend on whether an evaluation measures a behavioral outcome or a biological or health variable. Because reported sexual behavior does not always correlate with health outcomes, and because of issues regarding reporting by intervention participants-such as the validity of self-reports of sexual behavior and the potential for social desirability bias-one review concluded that "trials with reported sexual behaviors as their outcome are insufficient." 30(p. S11) Indeed, many reviews recommend the use of a higher bar, biological outcomes, as a more reliable, objective measure of program efficacy. 20, 22, 27, [30] [31] [32] [33] [34] Of course, tracking biological and health outcomes requires large sample sizes and substantial resources. Thus, the use of adolescents' self-reported sexual behavior change remains the only practical option for many studies. The results of such studies can still be instructive, but impact data are preferable for generating lessons about evidence-based programs and identifying key program characteristics. In addition, researchers have noted the difficulty of identifying key characteristics that are consistent across studies. 24, 35 For example, Chin and colleagues found that no moderator variables-dosage (average number of program hours), setting (school or community), focus (HIV and STIs, pregnancy, or both), facilitator (adult, peer or both), number of components (single versus multiple) and targeting (tailoring of materials to participants)-were consistently associated with effectiveness or lack of effectiveness in their meta-analysis of 66 studies. 17 Johnson and colleagues, in their review, found that interventions were more successful when they delivered more intensive content-for example, through more sessions, more condom skills training or more motivational training-though they note that "finer grained analyses of intervention content may yield better explanation of efficacy." 28(p. 82) This point is well taken, as only characteristics that are looked for will be found and proven or disproven as consequential. In recent years, drawing largely from the ICPD, emerging evidence, and field experiences of feminist and nongovernmental organizations in developing countries, international agencies, donor programs and researchers have increasingly highlighted gender as a topic integral to comprehensive sexuality education.
19,36-40 Although this approach is gaining currency on the ground in some settings, meaningful attention to gender is still far from the norm. 41, 42 Programs have lagged in integrating a gender or power perspective into comprehensive sexuality education because there is a lack of clarity about what a gender or power perspective means, and especially, about how to implement such an approach clearly enough and with enough detail for both the educator and the learner. This article explores whether the inclusion of content focusing on gender and power matters for program efficacy and the ways in which effective curriculum-based programs have addressed gender and power.
ulum or curriculum summaries were obtained; in some instances, the authors were contacted for details on program content. Notes describing the way that gender and power were addressed in the intervention were taken as needed. This content review was conducted by three researchers other than the author and was blind, i.e., information on the results of the program was not provided to the researchers. Also, so that other potential influences on outcome could be considered, additional information was extracted about each program and study, including the study design, the theoretical basis and general description of the intervention, the duration of the intervention, and the pedagogical approach. The independent effect of each intervention on health outcomes-pregnancy, childbearing, HIV or STIs-was recorded separately.
RESULTS
Of 8,230 citations identified, 7,614 were excluded after examination of the title. Of the remaining 616 citations, 316 were excluded after examination of the abstract, and 300 articles were reviewed in full. Twenty-seven articles (22 studies) met all inclusion criteria. In one study, effects were the same for females and males (both sexes had a reduction in HSV-2 incidence, and the incidence of HIV infection and pregnancy involvement were unchanged for both). 94 Another study found differential effects by sex: decreased pregnancy among females, but no change in males' reports of causing a pregnancy. 100 In the remaining three studies, pregnancy or childbearing information was gathered or reported for females only, 84,86,91 although for one of these, a subsequent study found that the program's effect on reducing pregnancy did not differ for females and males.
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METHODS
The electronic databases searched were PubMed, ERIC, Cochrane Central Register of Controlled Trials and Eldis.
The following search terms were used: "evaluation," "outcome," "impact" or "effect;" "program" or "intervention"; "HIV," "AIDS," "STI," "STD," "sexually transmitted infection," "sexually transmitted disease" or "pregnancy;" and "adolescent," "adolescence," "youth," "young people" or "teen." The reference sections in 36 reviews, meta-analyses and systematic reviews of interventions aiming to decrease sexual risk, including three Cochrane Reviews, were hand searched, as were the Studies were included if they were evaluations of behavior-change interventions to prevent HIV, STIs or unintended pregnancy that were group-and curriculumbased, or were multicomponent interventions in which one of the main components entailed participants meeting in a group and following a curriculum; exclusively or predominantly assessed effects on adolescents aged 19 or younger; were published between 1990 and 2012; used rigorous designs, such as randomized controlled trials or quasi-experimental studies that adjusted for baseline differences; had a minimum sample size of 100; and measured the effect of the intervention on health outcomesi.e., STIs, HIV, pregnancy or childbearing.
Programs of any length could be evaluated, and programs were not required to include all of the criteria that have been outlined in various standards for sexuality education, as long as they were not abstinence-only. The programs included in this review are typical of the diverse scope of non-abstinence-only programs that operate in much of the world.
Studies were excluded if they were conducted among special populations (such as drug users, men who have sex with men or commercial sex workers).
Criteria were established for classifying curricula as addressing gender-gender norms, gender equality, and harmful or biased practices and behavior driven by gender-and power inequalities in intimate relationships. Specifically, curricula had to go beyond the conventional content on resisting sexual advances (refusal skills) to include at least one explicit lesson, topic or activity covering an aspect of gender or power in sexual relationships-for example, how harmful notions of masculinity and femininity affect behaviors, are perpetuated and can be transformed; rights and coercion; gender inequality in society; unequal power in intimate relationships; fostering young women's empowerment; or gender and power dynamics of condom use.
The classification of an intervention as addressing gender and power was first determined by assessing the description provided in the primary article, and when available, related articles. If this was insufficient, the curric-
Pedagogy, Theory, Duration and Efficacy
As noted above, one program characteristic that has been fairly consistently correlated with effective programs is interactive, learner-centered and skills-based teaching approaches. Of the 22 programs, all but one explicitly described using interactive, participatory, learner-centered or critical thinking pedagogy. Nor did intervention duration appear to differentiate effective from ineffective programs. Both sets of studies-programs that significantly decreased adverse health outcomes and programs that did not-comprised interventions with a similar range in duration: 1-2 single-session interventions, 5-8 of intermediate duration (2-17 sessions, totaling 5-50 hours), and three that ran for at least one school year.
Program Setting, Multiple Components and Efficacy
Evaluations were conducted in multiple settings, including schools, clinics, community-based organizations, a Marine recruit training base or a mix of these. Out of the 10 evaluations conducted in schools, two (20%) found a significant independent reduction in pregnancy or childbearing, 84,91 and eight had no effect on pregnancy or 85 Of the two programs that were implemented in multiple settings, one had a significant, positive effect on pregnancy, 86 and the other had no effect on health outcomes. 101 Schools appeared to be more challenging settings, whereas clinic-based programs were more likely to have a significant effect. Multicomponent interventions have been hypothesized to be more effective than single-component interventions.
Of the 22 studies in this review, 14 were single-component Study and program dimensions that may help explain why some comprehensive sexuality education programs were effective and others were not are examined below. Characteristics of the research designs, different aspects of interventions, and finally the gender and power content of the curricula are examined.
Study Design and Efficacy
All studies employed rigorous designs: randomized controlled trials or longitudinal cohort studies with controls. Two-thirds (10 out of 15) of the programs that were evaluated with a randomized controlled trial achieved significant reductions in pregnancy, 84 while programs in the smallest sample size category were least likely to report an impact on health outcomes, some programs evaluated under even this scenario showed decreased pregnancy or STI rates. Larger sample sizes did not guarantee detection of a significant effect-only half of the studies with more than 500 participants showed significant decreases in pregnancy, childbearing or STIs. Postintervention follow-up was six months or less in five studies; one evaluation showed a significant decrease in pregnancy risk 84 and four had no effect on pregnancy or the outcomes examined, longer term follow-up (a year or more) appears more likely to detect a beneficial impact than follow-up at six months or less. Eight of the studies were published in the 1990s, and 14 were published in 2000 or later. One of the eight studies from the 1990s showed significantly decreased pregnancy rates, 84 whereas the other seven studies had no effect on pregnancy or STI outcomes. trial design, 89% (8 out of 9) of the programs that addressed gender or power had a beneficial effect, compared with 33% (2 out of 6) of those that did not ( Figure 1 , page 37). Larger sample size also tended to help detect an effect. Yet if only the 16 evaluations with sample sizes of greater than 500 are considered, 86% (6 out of 7) of the programs with a gender and power component led to significant reductions in STIs or pregnancy, compared with 11% (1 out of 9) without such a component. A similar pattern is found for length of follow-up: Of the 17 studies that had a postintervention follow-up of one year or longer, 78% (7 out of 9) of the programs that addressed gender or power reduced adverse health outcomes, compared with 25% (2 out of 8) of those that did not. And, when only the 14 studies published since 2000 were considered, 88% (7 out of 8) of the programs that addressed gender or power were found to be effective in decreasing STIs or pregnancy, com- and the other had no effect on health outcomes. 88 Thus, as
Chin and colleagues 17 found in their meta-analysis, multicomponent interventions were not found to be associated with a greater likelihood of effect than single-component interventions among these studies.
Gender and Power Content and Efficacy
Disaggregating the evaluated programs by gender and power content found that 10 curricula included attention to issues of gender or power, The two groups of curriculathose that included gender or power and those that did not-were similar in most other program aspects analyzed. Table 1 shows roughly similar breakdowns by location, female-only vs. mixed sex, sample size, last follow-up survey, whether participatory and learner-centered teaching methods were used, and whether the program was theory based. Dimensions in which programs that included attention to gender or power appeared to differ from other programs were setting, number of components and some study design aspects. The inclusion of gender and power content exerted a powerful effect on program outcomes. Among the 10 programs that addressed gender and power, eight (80%) led to significant decreases ( 
Other Possible Factors
Because study design characteristics and the setting of the intervention also may have led to a greater or lesser likelihood of detecting or leading to an impact, the question is whether the association between gender and power content and program efficacy still holds when considered in relation to these other characteristics.
As noted above, randomized controlled trials were far more likely to detect significant reductions in STIs, pregnancy or childbearing than were longitudinal cohort designs. If we look at the gender and power content of only the 15 programs evaluated with a randomized controlled comes. Most reported several additional positive effects. In contrast, of the two programs that did not address gender or power that found a significant effect on any health outcome (i.e., decreases in STIs, pregnancy, or STIs and pregnancy as a combined outcome), only one of them also had positive effects on reported behaviors, knowledge and self-efficacy; 93 the other program had no effect on any selfreported risk behavior (multiple partners, casual partners or inconsistent condom use). 85 Nine out of 10 programs that found reductions in pregnancies or STIs also demonstrated decreases in other risk factors, and it is thus highly unlikely that their effect on health outcomes was by chance. The one "effective" program that considered STIs and pregnancy as a combined outcome but did not show a decline in other risk behaviors did not address gender or power.
How Do Successful Programs Approach Gender and Power?
Finally, this review sought to identify the specific qualities of a gender and power program that may contribute to positive results. Despite the small number of programs, some common characteristics emerged. In addition to the interactive and learner-centered pedagogical approaches noted above, these elements included:
•Explicit attention to gender or power in relationships. This approach includes providing teachers with specific content, activities and vocabulary to explore gender stereotypes and power inequalities in intimate relationships. Some also provide explicit instructions for handling subtle, and not so subtle, sexual or homophobic harassment. A notable contrast is the SHARE program. 109 Although the authors of the study thoughtfully consider how power and gender norms relate to sexual behavior, 113,114 the curricupared with 33% (2 out of 6) of programs that did not. In terms of setting, only two of 10 school-based programs brought about a significant decrease in pregnancy, childbearing or STIs. These were also the only two schoolbased programs that addressed gender or power. Clinicbased programs were far more likely to reduce adverse health outcomes than programs implemented in other settings, with four out of five clinic-based programs proving effective. All three clinic-based programs that addressed gender or power had a positive effect, whereas only one of the other two programs had an effect.
Overall, gender or power content remains a consistently important characteristic of effective programs, even when other variables are considered.
Are These Results Due to Chance?
Another question that arises is whether the results of this gender analysis could reflect chance. Indeed, a critique 26 that has been made of lists of "programs that work" is that programs demonstrating just a single, positive effect-which may indicate that a result was achieved by chance-are typically classified as "evidence-based, effective" programs. To examine whether the findings regarding the importance of addressing gender and power may have been due to chance, the evaluations categorized as effective were examined for evidence of other positive effects, such as increased reports of condom use, decreased number of partners, improved self-efficacy and reductions in intimate partner violence. Among the eight programs that addressed gender and power and demonstrated significant decreases in pregnancy or STIs, all eight also found significant, independent beneficial effects on reported behavior, attitudes, or other desirable health or social out- itly, using participatory and learner-centered teaching approaches, fostering both critical thinking and personal reflection about how these concepts affect one's own life and relationships, and valuing one's own potential as an individual and as a change agent-overlap and reinforce each other, helping learners to apply the content to their own sexual and reproductive lives.
DISCUSSION
The nearly opposite outcomes of programs that address gender and power and programs that do not is striking. This finding is consistent with theory, as well as with the body of evidence that links gender, power and intimate partner violence with sexual and reproductive health outcomes, including HIV. It echoes the increasingly frequent call to address the multiple contextual factors that shape adolescent sexual behavior. 30,66,67,116,117 Indeed, reviews of adolescent sexual risk reduction programs in South Africa by Harrison and colleagues looked beyond individuallevel pathways and concluded that addressing contextual factors such as gender and poverty was important for success. 22 Findings are also consistent with reviews of more diverse program types-i.e., reviews that included different kinds of interventions, not just those that were focused on adolescents and were group-and curriculum-based. These reviews have found that programs that address gender or power have positive effects on sexual and reproductive health-including knowledge, attitudes, reported behavior change and health outcomes.
118,119
A main limitation of this review, as with all reviews, is the possibility of missing eligible studies. While resources precluded perusal of additional databases such as Psyclum itself does not provide explicit activities or tools for teachers to engage learners in these topics. The evaluation found no effect on pregnancy or on reported behaviors.
• These qualities-addressing gender and power explic- and HIV education can help achieve. Specifically, it can increase the chances that young people will have relationships characterized by equality, respect and nonviolence, and incur the benefits that such characteristics bring for a host of other outcomes. INFO and CINAHL, multiple databases were searched thoroughly and the references from 36 reviews and metaanalyses (most of which were themselves the product of broad searches) were hand searched. It is therefore likely that most, if not all, eligible studies were identified. Several other common limitations to systematic reviews were addressed: By setting a high bar for the measurement of effectiveness-the achievement of positive health outcomes-this review avoids the pitfall regarding the reliability of self-reported attitudes and behavior change. The drawback to ensuring a sample of studies with more reliable results, however, is that using a higher bar may in some way have biased the types of interventions included. Possible explanatory variables such as program duration, study design, pedagogical approach or inclusion of additional program components do not seem to be confounding the effects observed. Finally, the possibility of including chance findings was reduced by examining effects on the range of indicators that evaluations measured. This review provides strong evidence that content on gender and power in intimate relationships should be considered a key characteristic of effective sexuality and HIV education. Many of the programs that addressed gender and power and significantly reduced pregnancy and STIs shared the following elements: They addressed gender and power explicitly, used participatory and learner-centered teaching approaches, facilitated critical thinking about gender and power in participants' society, fostered personal reflection about how these concepts affect one's own life and relationships, and helped participants value their own potential as individuals and as change agents.
Rigorous impact evaluations that compare models with and without a strong gender and power approach and a control would of course further add to this discussion. However, until such a body of work emerges, the theory, the antecedent evidence and the evaluation evidence reviewed here, all of which point to the import of gender and power, provide a powerful and persuasive argument for a shift toward programs that place attention on gender and power-or what may be termed an "empowerment" approach to sexuality education.
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There are also implications for research. This review strongly concurs with the recommendations of others to use biological outcomes as a measure of efficacy when applicable and feasible, and to provide greater detail in reporting of interventions and control conditions. To advance further understanding of the potential impact for young people of sexuality and HIV education that addresses gender and power, a wider range of indicators must be included in evaluation studies. These include explanatory and outcome variables that measure gender attitudes, agency, power in relationships, critical thinking skills, intimate partner violence, advocacy or civic participation, school environment and safety, schooling outcomes, and school connectedness. Doing so will allow us to better understand the pathways through which an intervention operates, as well as expand the vision for what sexuality 
World Health Organization and Federal
Centre for Health Education (BZgA), Standards for Sexuality Education in Europe
